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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin €¢ K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Naturetin Naturetine 


Squibb Benzydrofiumethiazide with Potassium Chloride 


Squibb Benzydroflumethiazide 








“extraordinarily effective diuretic...’ 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (2.5 ¢ 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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LEDERLE INTRODUCES 


TO RESTORE THE NORMAL PATTHRN OF 





“There is no dramatic effect, no dopiness, and several 
of them[patients] have said they would not know they 
are taking any medicine—but, they are calmly sitting 
in my Office feeling well, able to carry on their work — | 
very well, eating well, and not feeling tremulous.” 





























EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is chemi- 
cally distinct from meprobamate and 
the phenothiazines. It is an ataractic 
which has shown the capacity to allay 
anxiety and tension without detracting 
significantly from mental alertness. 


TREPIDONE has demonstrated little ten- 
dency to cause detachment from reality 
or euphoria. A normal pattern of response 
to everyday situations with a minimum 
of drug-induced disturbances is to be an- 
ticipated. TREPIDONE may thus be useful 
in patients engaged in occupations or 
other activities in which it is important 
to maintain or regain normal mental and 
physical responsiveness. 


Because TREPIDONE is not likely to in- 
duce an exaggerated sense of well-being, 
patients should not experience the mild 
“jag” often induced by other tranquilizers. 


Extensive trials have shown no habit- 
forming properties or adverse effect on 
withdrawal, even after long-term 
administration at high dosage. 


1. Turvey, S.E. C.: Personal communication, 10/20/59. 





MEPHENOXALONE LEDERLE 





CHEMICALLY DISTINCT FROM 
PREVIOUS TRANQUILIZERS 


INDICATIONS: Essentially an adjunct to 
office or out-patient treatment of ambulant 
cases. As an ataractic, it is most useful in mild 
to moderate anxiety and tension. 


DOSAGE AND ADMINISTRATION—As an 
ataractic: Recommended dose is one 400 mg. 
tablet four times daily. Daily dosage for chil- 
dren should be proportionately smaller, ac- 
cording to weight. For example, the average 
12-year-old child should receive 200 mg. 


SIDE EFFECTS: Side effects are the same as 
those associated with other nonphenothiazine 
ataractics—namely, dizziness, nausea and 
drowsiness. These occur infrequently at the 
normal dosage level used to tranquilize, but 
may be more pronounced at the higher 
dosages. 


PRECAUTIONS: Extensive clinical and lab- 
oratory investigations have failed to reveal 
significant toxicity. Nonetheless, as with all 
new drugs, particularly when the drug is used 
at high dosage or at any dosage for extended 
periods, routine hemograms are advisable. 
The patient should always remain under the 
supervision of a physician as long as TREPIDONE 
therapy is continued. If side effects become 
so pronounced as to outweigh the therapeu- 
tic benefits or should otherwise become a 
therapeutic problem, the drug should be 
discontinued. 


PACKAGE: Tablets 400 mg. TREPIDONE 
Mephenoxalone, bottle of 50. 


LEDERLE LABORATORIES, A Division of AMERICAN CY ANAMID COMPANY, Pear! River, New York QQ 
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brief 


Disease: 





Disseminated 
lupus 
erythematosus 


Use of oral Medrol: 

In severe stage, Medrol tablets, 
20 to 96 mg. daily; for 
maintenance, Medrol tablets, 

8 to 20 mg. daily. With response 
to therapy, dosage is reduced 
stepwise; with remission, 
corticotherapy may be discon- 
tinued, but with recrudescence, 
it should be reintroduced. 


“It [methylprednisolone] is 
potent and displays a slightly 
improved ‘safety’ record, 
showing a reduced frequency 
of disturbing side-effects as 
compared with the other steroids.” 


—Neustadt, D.H.:J.A.M.A. 170:1253 
(July 11) 1959. 


Medrol: 


Indications and effects 

Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, 
antileukemic, antihemolytic) have been 
demonstrated in acute rheumatic 
carditis, rheumatoid arthritis, asthma, 
hay fever and allergic disorders, 
dermatoses, blood dyscrasias, and 
ocular inflammatory disease involving 
the posterior segment. 

Precautions and contraindications 
Because of Medrol’s high therapeutic 
ratio, patients usually experience 
dramatic relief without developing 
such possible steroid side effects as 
gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, 
acne, or emotional imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be 
observed. The presence of diabetes, 
osteoporosis, chronic psychotic 
reactions, predispositidh to 
thrombophlebitis, hypertension, 
congestive heart failure, renal 
insufficiency, or active tuberculosis 
necessitates careful control in the use 
of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing's 
syndrome, herpes simplex keratitis, 
vaccinia, or varicella. 

Each tablet contains: Medrol 

(methylIprednisolone) . .2,4, or 16 mg. 
Medrol is supplied as 2 mg. tablets 
in bottles of 30 and 100; as 4 mg. 
tablets in bottles of 30, 100 and 500; 
and as 16 mg. tablets in bottles of 50. 


Medrol hits the disease, 
but spares the patient. 





Trademark, Reg. U.S. Pat. Off. 
The Upjohn Company, Kalamazoo, Michigan 
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@ See 
both blood picture 
and patient respond to 


TRINSICON® 


(hematinic concentrate with intrinsic factor, Lilly) 


For a rapid hematological response 
. . . striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 
Trinsicon ... just 2.a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 
Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin By, with Intrinsic Factor 
Concentrate, N.F.. . . . . 1N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


oo Cobalamin. ......22.+ Dog. 
(The above three ingredients are clinically equiva- 
lent to 1144 N.F. units of APA potency.) 


Ferrous Sulfate. Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 
, f eer Les. 
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youcan tprescribeamore 
effective antibiotic than 


ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 
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against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 


and weight. Won’t you try Erythrocin? ABBOTT 


- ®Filmtab—Film-sealed tablets, Abbott. 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
tion of the papilla or the’collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.” ‘ 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. ““There is good 
cause to support the belief that many, perhaps 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.’ 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 





High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action @ Broad bactericidal spectrum ¢ Free from resistance problems ¢ Well tolerated—even after 
prolonged use ¢ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 





* NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 


NEW PROTEIN 
TISSUE-BUILDING 
AGENT 


ADROYD 


FOR SIGNIFICANT ANABOLIC GAINS IN: ASTHENIA (UNDER- 
WEIGHT, ANOREXIA, LACK OF VIGOR); CONVALESCENCE FROM 
SURGERY OR SEVERE INFECTIONS; WASBING DISEASES; BURNS; 
FRACTURES; OSTEOPOROSIS; AND IN OTHER CATABOLIC STATES 
M@ PROMOTES AND MAINTAINS POSITIVE NITROGEN BALANCE @ HELPS 
RESTORE APPETITE, STRENGTH, AND VIGOR @ BUILDS FIRM, LEAN 
MUSCULAR TISSUE @ FAVORABLY INFLUENCES CALCIUM AND 
PHOSPHORUS METABOLISM PROMOTES A SENSE OF WELL-BEING 
ADROYD PROVIDES HIGH ANABOLIC ACTIVITY — The tissue-building potential of 








oxymetholone 
Parke-Davis 





ADROYD exceeds its androgenic action to the extent that masculinizing effects are not usually 


a problem in clinical use at recommended dosage levels.* Other advantages of ADROYD are: 
Neither estrogenic nor progestational. No significant fluid retention. Apparent freedom from 
nausea, vomiting, and other gastrointestinal disturb- 

ances. Effective by the oral route. a AY 4 @ eed BY ANAL 
Supplied: 10-mg. scored tablets, bottles of 30. *Reports to Department 


of Clinical Investigation, Parke, Davis & Company, 1958 and 1959. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 





ADROYD (oxymetholone, Parke-Davis), 17 beta-hydroxy-2-hydroxymethylene-17-alpha-methyl-3-androstanone, 
10-mg. grooved tablets. Indications: Negative nitrogen balance as in asthenia, carcinomatosis (except prostatic carci- 
noma), chronic diseases (osteoporosis, tuberculosis, sprue, Still’s disease), following surgery, severe infections, severe 
burns, and fractures, also preoperatively, especially in debilitated patients, and to stimulate appetite and weight gain in 
the underweight. Dosage: Orally, before or with meals, for 10 to 20 days, up to six months if necessary but generally 
not over 90 days. Adults— 15 mg. daily, adjusted to 10 to 30 mg. as indicated. Prepubertal children—5 to 10 mg. daily; 
older children, adult dose. Precaution: Because ADROYD retains some androgenicity, it shares with all androgens the 
tendency to salt retention. Use with caution in presence of cardiac disease and hepatic damage. Contraindicated in 
prostatic carcinoma, nephritis, and nephrosis. Liver function tests are useful in following hepatic function during 
therapy. Observe the young and preadolescent for possible masculinization. 
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In convenient tablet form... 


¥ 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


LOwers propulsive 


~ Stops diarrhea promptly 








MOTILity 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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A PRELIMINARY REPORT OF OUT-PATIENT TREATMENT 
OF PULMONARY TUBERCULOSIS 


F. J. PHILLIPS, M.D. 
ANCHORAGE 


The idea of out-patient treatment of pulmo- 
nary tuberculosis among the Natives of Alaska 
had its first inception on a train in 1950. A num- 
ber of the medical health officials returning on 
the train from the Territorial Medical Associa- 
tion meeting at Mt. McKinley Park that year dis- 
cussed a tentative plan for out-patient treatment. 
Only patients who had been successfully started 
on pneumoperitoneum and dihydro-streptomycin 
at a sanatorium were to be included. When these 
patients could safely return to a locale where 
there was a doctor nearby it was agreed the doctor 
should continue the treatment locally. This would 
then make another bed available for a patient that 
urgently needed sanatorium medical care. Like 
many good ideas this one was not put into action 
very widely. 


It had been my personal feeling for many 
years that sanatoriums were spending far too 
much money per patient in the hospitalization 
program for what they were giving in medical 
service to the patient. Also, I had been impressed 
with the results of the work of Peck in “The 
Modalities of Bed Rest” done in the middle forties 
(1). Consequently, even though nothing was done 
officially at that time, soon several of us pro- 
ceeded to carry out the plan in our own baili- 
wicks (2). The young doctors who later came to 
Tanana and Bethel were most enthusiastic about 
the idea. Soon new ‘Wonder Drugs’ were to be- 
come available. Isonicotinic acid hydrazide and 
para-amino-salicylic acid for oral treatment of 
tuberculosis were announced. 


The advent of these antimicrobials opened a 
new vista to all of us. Accordingly many more 
patients were cared for on an out-patient basis. 
One strong objector predicted that natives would 
not faithfully take the medication when not under 
strict hospital regimen. Another objection men- 
tioned was that the Public Health Nurses in the 
outlying communities would be practicing medi- 
cine in competition with doctors. Actually, ex- 
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perience proved both of the objections and the 
many other deterrents to be unfounded and negli- 
gible. However, the first serious attempts at out- 
patient treatment were made in the Seward and 
Anchorage areas. Later programs were started at 
Tanana and Bethel. This was all done quietly. 


Many pressures on both the Alaska Depart- 
ment of Health and the Alaska Native Service 
resulted in money being allocated by Congress 
to hire a team of experts from the Pittsburg 
Graduate School of Public Health to come to 
Alaska to study the tuberculosis problems as well 
as the respiratory problems in general among the 
natives. Dr. Thomas Parran, one time Surgeon 
General of the USPHS, and then Dean of the 
Pittsburg Graduate School of Public Health 
headed the team. Experienced phthisiologists, 
hospital administrators, pediatricians and biome- 
tricians were included in the group. Dr. James 
Perkins of the National Tuberculosis Association 
came up. This study was done during the greater 
part of two Alaskan summers. Much good has 
come from that study. 
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This group of experts submitted their report 
to Congress. Out of this action came these things. 
Additional funds were allocated to the TB pro- 
gram to contract for beds in Washington State 
and elsewhere to take care of the overload of 
cases of pulmonary tuberculosis. In all, more 
than 300 beds were contracted outside of Alaska. 
An organization was set up to administer the 
“wonder drugs” in the villages of Alaska. This 
marked the beginning of the Tuberculosis Ambu- 
latory Chemotherapy program (ACP). The initial 
objective of the program was to bring treatment 
to the patients who were waiting for beds in Sana- 
toria. Previously many got worse and some 
died while waiting for a sanatorium bed. 
Plans were designed for certain patients to be 
discharged from the sanatoria with the agreement 
that their treatment should be kept up at home 
no matter where they were located geographic- 
ally. This entire program was formulated in 1954. 
Treatment of native patients in their villages was 
begun. They welcomed the idea with enthusiasm. 
The field nurses found little or no resistance to 
taking the medicines. 


Meantime the doctor at Tanana had made a 
semi-private arrangement with Wein Alaska Air- 
lines to fly portable X-ray units into the villages 
for chest X-ray surveys. This worked well be- 
cause it could be done at almost any season of 
the year. It worked well because the natives 
could be found at home instead of out fishing in 
a distant camp or off to a cannery. Previously 
case-finding had been mostly limited to marine 
units that coursed the coast line and some of the 
rivers. Occasionally, railroad car units had served 
the railbelt area. Overland bus units had been 
sent out sporadically but they were not effective 
since roads were not plentiful in Alaska tundra 
and mountain areas. To study only briefly air- 
borne surveys was to become convinced of the 
superiority of the method over some of the meth- 
ods used previously. Dr. J. A. Carswell in 1937 
made a survey of tuberculosis in Alaska by the 
use of mobile chest X-ray units transported by 
air. The impetus given by the Parran Team as 
well as the experience of the bolder of us impelled 
the ACP Program to get under way and quickly. 


There were many unknowns as regards the 
acceptance and success of such a program in a 
culturally different racial group of people. It 
was agreed that the responsibility for organizing 
and conducting the Ambulatory Chemotherapy 
Program should initially be that of the U. S. 
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Public Health Services because of their wider 
experience. This was done through the Arctic 
Health Research Center (AHRC). Funds for the 
program came originally through the Alaska 
Native Health Services, Division of Indian Af- 
fairs. Later this became the U. S. Public Health 
Services, Division of Indian Health. The Alaska 
Department of Health (ADH), Tuberculosis Divi- 
sion, and the Alaska Native Health Service 
(ANHS) worked closely with AHRC in developing 
and carrying out the program. 


ACP was under the overall direction of a 
Medical Officer from AHRC. To make recom- 
mendations for chemotherapy was the function 
of a Chemotherapy Board comprised of medical 
specialists representing the three respective 
health agencies. Action of the board was fun- 
nelled to the MOC of the ANHS field hospital 
who prescribed therapy. Initiation and supervi- 
sion of therapy was the responsibility of a team 
of itinerant public health nurses who visited each 
participating village at tri-monthly intervals. The 
nurse was assisted in each village by a Chemo- 
therapy Aide. The latter was trained by the 
nurse to see that each patient was maintained 
with constant supply of medication. The ‘Chemo’ 
nurse was the direct personal contact with the 
patient. It was therefore her function to instruct 
good health practices and bolster each patient’s 
enthusiasm so as to get full patient cooperation 
in the program. 


SCOPE OF THE PROGRAM 


ACP was initiated in January 1955. The area 
selected for the program activities included vil- 
lages located north and west of the railbelt in 
Interior Alaska. Tuberculosis prevalence was 
more critical in these villages than elsewhere at 
the time of the initiation of the program. During 
ensuing months villages were added to the pro- 
gram until mid-1956, when 72 villages containing 
13,684 persons were participating in ACP. This 
was approximately 40 per cent of the Native Popu- 
lation of Alaska. By that time it had been dem- 
onstrated that the program was practicable and 
good cooperation could readily be obtained from 
all participants. In July 1956, The Alaska Depart- 
ment of Health assumed responsibility for ACP 
in 37 villages in the northernmost sector. This 
report does not relate the experience in those 
villages. The Arctic Health Research Center re- 
tained the responsibility for the program in an 
area which is known as the Bethel Triangle. This 
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BASIC TABLE: AMBULATORY CHEMOTHERAPY LOAD BY QUARTER, BETHEL TRIANGLE, 1955-59 








At end of quarter 


During the quarter 





Chemo started 


Chemo stopped 











Part. Pers. on chemo Fost. Total Total 
Year Quarter villages Pop. (1) No. o/, Hosp.(2) Other,:3) persons Compl.(4 Hosp.(s) Died Trans.(6 persons 
1955 J-M 5 1131 197 17.4 10 205 215 9 9 a ee 18 
A-J 8 2430 370 15.2 15 164 179 2 4 = oe 6 
J-S 12 2957 546 18.4 16 184 200 6 18 — a 24 
O-D 20 4585 725 15.8 23 197 220 2 39 bess eae 41 
1956 J-M 27 6281 928 14.8 23 226 249 15 31 ae G 46 
A-J 31 6833 1084 15.9 52 172 224 21 42 2 3 68 
J-S 32 6956 1081 15.6 49 77 126 74 52 3 cen 129 
O-D 32 6956 982 14.1 40 50 90 120 64 1 a 189 
1957 J-M 32 6956 943 13.6 64 74 138 118 57 2 a 177 
A-J 31 5993 815 13.6 82 68 150 135 38 1 104 278 
J-S 31 5993 823 13.8 68 18 86 32 41 3 2 78 
O-D 31 5993 734 12.3 49 18 67 137 17 ; 2 156 
1958 J-M 31 5993 663 ji a 49 26 75 117 24 1 4 146 
A-J 21 4473 420 9.4 59 16 75 154 ty 5 142 318 
J-S 23 5202 366 7.0 40 25 65 95 9 2 13 119 
O-D 23 5202 354 6.8 45 26 71 59 7 2 15 83 
1959 J-M 24 5428 361 6.7 34 20 54 41 0 2 4 47 
A-J 24 5428 342 6.3 36 12 48 53 9 pts 5 67 
J-S 24 5428 293 5.4 20 17 37 70 8 3 a 85 
O-D 27 5978 308 5.2 24 9 33 14 2 1 z 18 





(1)Population of specified villages as of January 1, 1959. 


(2)Persons discharged from hospital and placed on chemotherapy included in this group. 
(3)Includes predominantly persons recommended for Ambulatory Chemotherapy by Priority Board or Hospital 


MOC as a result of usual case finding procedures. 


(4)Includes persons in whom progress was sufficiently favorable that Ambulatory Chemotherapy could be discon- 
tinued based on judgment of Priority Board and hospital MOC. 


(5s) Includes persons who were hospitalized at which time Ambulatory Chemotherapy was discontinued. 
(6) Includes persons moving out of village or transfer of responsibility to ADH. 


includes villages in southwest Alaska bounded 
by an imaginary line drawn from Unalakleet to 
McGrath to Platinum. Included in this area are 
35 villages containing 7,304 (72%) of the total 
10,147 persons living in this area in mid-1956. 


PROGRAM TRENDS 


Table I shows the changing picture of chemo- 
therapy in the Bethel Triangle from January 1955 
to January 1960. It shows by quarter the number 
of villages then participating; the population in 
these villages; the number of persons on chemo- 
therapy at the end of each quarter; the number 
of persons starting chemotherapy each quarter 
and the number discontinuing chemotherapy 
each quarter. New villages were added through 
July 1956, at which time there were 32 participat- 
ing villages comprising 6,956 persons. Nearly 18 
per cent of the total population in these villages 
were on chemotherapy at that time. During the 
subsequent three years, the proportion of the 
total population on chemotherapy has steadily 
decreased until at present only 6 per cent of the 
persons are on chemotherapy. From late 1956 on 
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the number of persons starting chemotherapy was 
smaller than the number of persons stopping 
chemotherapy, thus accounting for the decrease 
in patient load. Reasons for starting chemother- 
apy, likewise shifted. 


Thus during early months a higher propor- 
tion of persons were started as a result of inten- 
sified case-finding measures, whereas, in recent 
months patients starting chemotherapy were 
largely those returning from the hospital. During 
early months a larger porportion of persons 
stopped chemotherapy because of hospitalization 
than during later months. On the other hand, a 
higher proportion of persons stopped chemother- 
apy because of favorable changes in treatment 
success in the more recent months of the program. 
This would be expected since the cases were found 
earlier in their disease. 


DISCUSSION 


This program brought about a number of 
interesting changes in the TB picture in Alaska. 
In 1950 patients arriving at the Sanatoria had 
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far-advanced disease in the proportions of about 
85 per cent. Their morale was low. Their physical 
stamina was frequently in the most decrepit stage. 
They were actually the neglected derelicts of 
Alaskan humanity. Their treatment program was 
necessarily arduous and fraught with unpredict- 
able results. By 1957 only 15 per cent of the ad- 
missions were far advanced. Their morale was 
good. The treatment program became much less 
of a challenge to the dedicated doctor or nurse. 
Another factor often completely overlooked was 
that the morale of the public health nurse in the 
field was tremendously improved. Beds within 
the Public Health Hospital and the Sanatoria 
were no longer at a premium. The load of patients 
in Washington State began to dwindle. The 
Seward Sanatorium closed its doors July 1, 1958. 
Why? Because there were no native patients that 
could not be cared for in the ANHS hospitals. 
The Anchorage Alaska Native Health Service 
Hospital was originally planned for 300 beds for 
tuberculosis. Now only 100 are allocated for 
tuberculosis and seldom are they all filled. The 
amelioration of human suffering and _ socio- 
economic distress cannot be measured, but they 
are ponderable entities. The cost of operating 
the program likewise diminished markedly. 
Patients who would have occupied an expensive 
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hospital bed for months or even years were now 
getting treatment for less than a dollar a day 
total cost and getting well. Many of the early 
found cases responded so well to the medication 
that they ceased to be candidates for tuberculosis 
hospital beds. Many fewer homes were broken. 
The Welfare services and costs were lessened. 
Furthermore, no case has come to light wherein 
any patient was worsened by the treatment. 
Figure 1 illustrates the overall trend from 1952 
to 1958 very graphically. 


SUMMARY 


It is recognized that there are many variables 
that have not been well-studied that may influ- 
ence the final results statistically. This error can 
only be slight. The fact is indisputable that the 
tuberculosis problem as measured by the propor- 
tion of persons on chemotherapy has decreased 
dramatically not only in the Bethel Triangle but 
in all Alaska. Although ACP was originally in- 
tended to be only a study program there is little 
doubt but that it played an objective role along 
with time-worn practices in reducing the tuber- 
culosis problem. According to available statistics 
the death rate expressed in number per hundred 
thousand for all races in Alaska at the end of 1958 
was 10.9. It is well to recall that the death rate 
in the Bethel Triangle was 847 per hundred thou- 
sand in 1951 whereas the death rate for natives of 
Alaska in 1958 was only 40.5 per hundred thou- 
sand. The tuberculosis case register changed 
from 5,344 in 1951 to 3,255 in 1958. In 1955 the 
ANHS put 57 cents out of every dollar spent for 
health into the TB program. In 1959 only 27 cents 
out of every dollar was so spent. Outpatient 
treatment has paid off well in Alaska. 
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THE GENUS AMANITA IN ALASKA 


VIRGINIA L. WELLS and PHYLLIS KEMPTON 
ANCHORAGE 


This genus of mushrooms contains some of 
the most poisonous mushrooms known in the 
world and while not many species are known to 
occur in Alaska one of them, Amanita muscaria, 
grows in such abundance during July, August 
and September that all Alaska doctors should 
be aware of it as a potential source of mushroom 
poisoning. 


The genus Amanita is a genus of gilled mush- 
rooms characterized by: 1. white spore deposit; 
2. gills not attached to the stem; 3. the presence 
of a ring on the stem; and 4. the presence of a 
cup (volva) or a series of rings at the base of the 
stem. 


DESCRIPTION OF THE SPECIES 


Amanita Muscaria 
(Fig. 1) 

Cap: 3-8 inches broad when mature. Nearly 
ball-shaped at first and completely enclosed in a 
cotiony white to yellowish covering. At this stage 
it may resemble a puffball. The cap soon ex- 
pands to show the bright red or orange-red sur- 
face coloring with a scattering of white cottony 
warts. At maturity the cap is nearly flat and the 
color fades to dull reddish or yellowish. The sur- 
face between the warts is sticky when moist and 
polished or glossy when dry. The cap is rather 
easily removed from the stem. 


Flesh: White to yellowish; fairly thin; odor 
and taste are not distinctive. 


Gills: White to yellowish; close together; not 
attached to the stem. Covered at first by a white 
membranous veil. 


Stem: 3-12 inches long. Enlarged or bulbous 
at the base which is usually underground, then 
tapering upward to the cap. White or yellowish. 
Surface dry, fairly smooth except just above the 
bulb where there is a series of cottony rings (re- 
mains of the original cottony covering). The ring 
near the top of the stem is white or yellowish, 
membranous, flaccid. (This ring is the remains of 
the veil which at first covers the gills.) Interior 
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of the stem is white to yellowish; stuffed with 
cottony-like tissue or hollow. 


Spore in deposit: pure white. 


Habit, habitat and distribution: This mush- 
room grows singly or in groups in mixed woods 
or under conifer trees over most of Alaska. It is 
sometimes found in lawns or gardens where trees 
have been growing. It is very common during 
July, August and September. 


Discussion: During very wet or dry weather 
the characteristic “warts” on the cap may be lack- 
ing, and the ring near the top of the stem may be 
missing, but the white free gills, the floccose rings 
at the enlarged base of the stem, and the white 
spore deposit will serve to identify it. 


c 


Page 5 








AMANITA MUSCARIA—yellow form. 


Identical with the red form of Amanita mus- 
caria except that the cap is light yellow becoming 





Figure 1 


greyish or brownish with age. It is not common 
but may be found under conifers during the same 
season as the red form. 


AMANITA PORPHYRIA 


Typically smaller than the above described 
species. Cap lavender—or brownish-grey without 
the “warts.” Gills white; stem grey. There is a 
definite whitish cup or volva at the base of the 
stem. Uncommon under conifer trees during July 
and August. 


AMANITA PHALLOIDES and related species 


No species of the Amanita phalloides group 
have been found in Alaska by the authors but 
they strongly suspect that at least one species 
occurs in the Matanuska Valley and northward. 
Because of this possibility, the authors are includ- 
ing a discussion of the symptoms and treatment 
of poisonings by this deadly group of mushrooms. 
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SYMPTOMS AND TREATMENT OF AMANITA 
POISONING 


Since knowledge of the chemistry of the pois- 
ons in some mushrooms is still incomplete, it is 
presently more convenient to note the different 
poisons on the basis of the nature of the effects 
they produce in humans. The four basic types of 
mushroom toxins generally recognized are: 1. 
those which affect the nervous system; 2. proto- 
plasmic poisons; 3. gastro-intestinal irritants; and 
4. disulfiram-like constituents. One or more of 
these may be present in all of the known poison- 
ous mushrooms, and a complicating factor is that 
a single mushroom may contain two poisons 
which produce opposite effects. This is especially 
true in cases of poisoning where Amanita mus- 
caria is the offending mushroom. 


1. Symptoms and Treatment of Poisoning by 
AMANITA MUSCARIA and Related Species 


The two compounds which occur in this mush- 
room and related species are muscarine and pil- 
zatropine. 


Muscarine is present only in small amounts, 
but it may produce symptoms within five to ten 
minutes. These are characterized by a greatly 
increased salival secretion, sweat and tears, fol- 
lowed by severe vomiting and diarrhea. There is 
an irregular slow pulse rate, decreasing blood 
pressure, asthmatic breathing, the pupils of the 
eyes are generally constricted, but there is no 
delirium or hallucinations. In severe cases, death 
sometimes results from paralysis of the heart or 
respiratory failure. 


Treatment consists of lavage of the patient’s 
stomach unless repeated vomiting and diarrhea 
make this unnecessary, and injections of atropine 
which is the specific antidote for muscarine pois- 
oning. After vomiting has stopped, the patient 
can take, by mouth, large amounts of a dilute 
saline and glucose solution. 


The pilzatropine type of poisoning resulting 
from eating Amanita muscaria and related spe- 
cies, is probably more common, and every doctor 
should learn to recognize the symptoms and be 
familiar with the treatment. 


Symptoms will appear fifteen to thirty min- 
utes after eating the mushroom. Vomiting occurs 
only infrequently. The patient passes into a con- 
dition resembling alcoholic intoxication, char- 
acterized by excitement, confusion, muscular 
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spasms, delirium, and disturbance of vision. Fol- 
lowing this excited state, there is most usually a 
deep sleep, and the patient later awakens with 
little or no memory of it. 


But these atropine-like symptoms may be ac- 
companied by those of muscarine poisoning which 
have been mentioned previously. After the toxic 
material has been removed from the gastrointes- 
tinal tract, the doctor will have to note the par- 
ticular symptoms and treat accordingly. 


Administration of atropine is best avoided in 
all cases characterized by excitement. If the 
symptoms of muscarine poisoning predominate, 
it may be used with caution. Liquids such as cof- 
fee or tea (no alcohol) may be given as the excite- 
ment stage passes and depression sets in. Nike- 
thamide may be employed as a stimulant. 


2..Symptoms and Treatment of Poisoning by 
AMANITA PHALLOIDES and Related Species 


The Amanita phalloides group of mushrooms 
produce an extremely poisonous mixture of toxins 
known as protoplasmic poisons. These cause near- 
ly 90% of the deaths due to mushroom poisoning. 
Even very small amounts of these mushrooms 
may prove fatal. The danger is increased by the 
fact that they are very attractive fruiting bodies 
with no apparent unpleasant taste, and no dis- 
tressing symptoms of poisoning become evident 
until as many as eight to twenty hours have 
passed. By this time the poisons have been ab- 
sorbed into the blood stream and treatments are 
often of no avail. 


Ordinarily ten to twenty hours will pass after 
ingestion of the mushroom, then violent vomiting 
and diarrhea begin, with the patient suffering 
severe pain. Death may come soon, or the symp- 
toms may seem to subside for a while, then recur 
even more intensely. There is progressive injury 
of the liver, kidney, heart and skeletal muscles, 
with death resulting in at least 50% of the cases 
after a period of from two to five days. 


A patient suspected of having eaten mush- 
rooms of the Amanita phalloides group should be 
hospitalized immediately, and removal of the toxic 
material from the gastrointestinal tract should be 
started by administering emetics and cathartics, 
gastric lavage, and enemas. The patient should be 
put on a liquid diet of high carbohydrate and salt 
content, and given intravenous injections of dex- 
trose solution four or five times daily. These are 
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the most accepted methods of treatment now in 
use in this country. 


Mushroom Poisoning by Other Alaskan Species 


There are several other common, wild Alas- 
kan mushrooms which may cause serious poison- 
ing. Gyromitra esculenta which is abundant in 
May and June may contain protoplasmic poisons. 
Disulfarim-like constituents are present in the 
local “Inky caps” (Coprinus atramentarius), but 
unless alcoholic beverages are consumed several 
days before or after eating this mushroom, no 
poisoning will be incurred. 


MUSHROOM POISONING: General Discussion 


Except in the case of Amanita phalloides and 
related species, mushroom poisoning is rarely 
fatal. But any effects from eating mushrooms 
are properly termed poisoning, whether they take 
the form of drunkenness, stupor, hallucinations, 
or stomach cramps, diarrhea and vomiting. 


Mushrooms are most poisonous when eaten 
raw, and probably more poisonous to children 
than to adults. Some deaths have been noted 
among children or adult patients who were al- 
ready weakened by another disease. 


Gastrointestinal irritation frequently occurs 
from eating mushrooms but generally the attack 
is quick, though often severe, and recovery can be 
expected in a day or so. Often these milder forms 
of poisoning are overlooked or masked as flu or 
stomach upset, simply because the patient doesn’t 
connect his symptoms with the fact that he has 
partaken of a mushroom dish. 


It has been noted that people coming from 
foreign countries where mushrooms have long 
formed a staple part of the diet, are responsible 
for most of the cases of serious poisoning. The 
cause, here, is that mushrooms are not the same 
the world over. A wild mushroom found in Alaska 
may have the same general appearance as one 
growing in a European or Asian country, but the 
local species could vary enough to be considered 
poisonous. 


Mushrooms are considered to have little food 
value and, in general, are rather indigestible. 
Many cases of poisoning must be put down to 
sheer gluttony. Persons with histories of allergies, 
however, should be advised to exercise great care 
in eating even the known edible species. 


—Continued on Page 20 
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HYPERTONIC DEHYDRATION: Diarrhea With A Difference 


JOHN C. TOWER, M.D. 
ANCHORAGE 


The Alaskan M.D. is notoriously short on 
elaborate hospital facilities, supervised internes, 
esoteric I.V. fluids and flame photometers. He 
has as ready to hand, however, as his stateside 
confrere, some personal routine to use for infants 
and children down with vomiting and diarrhea. 
He is accustomed to seeing nine or ten afflicted 
babies recovering in several days using widely 
differing therapies; which may include starvation 
feedings, with Jello water, Lytren‘®") or O.ES.*, 
boiled skim milk, Kaopectate, Belladona deriva- 
tives, paregoric, and a host of antibiotics. Per- 
force he sees a few each year where telephone 
advice did not suffice and his examination dis- 
closes a sick child, dehydrated and often acidotic 
or alkalotic as best he may judge from clinical 
signs. These he must usually hospitalize and 
treat with intravenous fluids and a rest from usual 
alimentation for several days. 


Among these sicker children are a few, per- 
haps 1 in 20, who are sicker yet—who have hyper- 
tonic dehydration. Often the usual sign-posts of 
dehydration—poor skin turgor, soft eyeballs, de- 
pressed fontanelle, and very dry tongue and lips— 
the child appears lethargic, thirsty despite vom- 
iting and irritable to stimulation beyond what his 
signs of dehydration would suggest. Fever, con- 
vulsions, lethargy and nuchal rigidity often sug- 
gest meningitis. Comparison with a recent weigh- 
ing often discloses a severe weight loss of 10 to 15 
percent of body weight. The history may show 
feedings with milk or O.E.S.* during the diarrhea, 
fever, parental neglect or prior brain injury. 


Regretfully, this child with hypertonic body 
fluids is more likely to die, suffer permanent brain 
injury, or convulse, before and during treatment 
than the more obviously dehydrated or acidotic 
baby with isotonic or hypotonic dehydration. 
Diagnosis may come from alert suspicion and the 


(R1) Mead Johnson 
(R2) Eaton Laboratories 
(R3) Don Hall Laboratories 
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securing of a blood sodium greater than 150 meq/L 
or a blood chloride plus CO, whose total is greater 
than 150 meq/L. (1) 

The problem in management stems from the 
observation that hypertonically dehydrated chil- 
dren must be rather slowly hydrated with solu- 
tions weak in electrolyte by vein in an area where 
most facilities and much personal experience dic- 
tates the convenient use of a “clysis” of normal 
saline in 5% glucose. These isotonic solutions 
contain no extra water free from sodium to pro- 
vide for sweat, urine, insensible water loss, and 
most dangerous, for the dehydrated cells which 
have lost their water to the too-salty extracellular 
fluid volume. 


A CASE REPORT 


A six-months-old white male infant was ad- 
mitted to Providence Hospital on January 4, 1961, 
for treatment of his vomiting and dehydration of 
three days’ duration. Born at term to a 20-year-old 
primipara, he weighed 5 lbs. 5 oz. His neonatal 
course was normal and he gained well on breast 
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feeding. Prior to this illness he had never been 
sick and at his well-baby checkup he had been 
found to be developing well. He had received 3 
DPT shots and 2 polio injections. Apparently he 
received sterilized evaporated milk formula and 
had no exposures to enteric pathogens. His most 
recent weight was 15 pounds. 


Vomiting occurred three nights before admis- 
sion and was accompanied by listlessness and sev- 
eral green stools. A phone recommendation of 
Kaopectate and boiled skim milk was started. He 
vomited his bottle feeding six times the next day 
and passed several slightly bloody and loose stools. 
By telephone Lytren‘®'), 8 measures to 1 quart of 
water, was commenced. The day before admission 
he was examined and a red liquid was prescribed 
as well as Lytren‘®'). Despite obvious thirst he 
failed to retain Lytren‘®') and had more loose 
stools. He vomited three times the day of admis- 
sion. Some fever had been noted at the outset. 
The case was referred when re-examination sug- 
gested marked dehydration and meningismus. 


The infant boy weighed 13 lbs. 8 oz. on admis- 
sion. He appeared well-formed but seriously sick 
and hollow-eyed. His color was normal. The an- 
terior fontanelle was 2 cm. across, flat and soft 
and not depressed. Skin turgor was fair to poor 
and lips and tongue were dry. Eyeballs were not 
soft though the child appeared hollow-eyed. The 
cry was weak and respirations were shallow. 
Chest and heart examination revealed only tachy- 
cardia of 160. The belly was flat, soft and showed 
reduced bowel sounds. No meningismus was 
found. The child cried weakly and irritably when 
moved. Initial examination thus suggested severe 
dehydration with alkalosis consequent to gastro- 
enteritis, cause unknown. 


Initial blood work revealed a hematocrit of 
40%, hemoglobin of 13.2 gm.%. White blood count 
was 15,600 with 5 stabs, 56 polys, 31 lymphs, 8 
monos, and adequate platelets. Serum sodium 
was 163 megq/L, chloride 150 meq/L and CO, 
5 meq/L. Urinalysis after several hours was 
cloudy yellow with a pH of 5.5, specific gravity 
of 1.020, 2 plus albumin, negative sugar, occasional 
white cell and 4-plus bacteria. 


A scalp intravenous infusion was started as 
soon as the infant’s head could be shaved and 125 
cc. normal saline was started to expand the cir- 
culating fluid volume and was followed by a 500 
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cc. bottle composed of a 1 part normal saline to 
3 parts 5% glucose in water, a chloride-rich solu- 
tion designed to repair the suspected metabolic 
alkalosis from vomiting. With the initiation of 
I.V. fluid therapy the infant went to sleep but 
continued his shallow respirations. Three hours 
after admission the laboratory evidence of hyper- 
natremia prompted a quick reappraisal of the I.V. 
regimen and an immediate substitute of the more 
hypotonic hydrating solutions recommended by 
Harrison and Finberg (2), consisting of 3 parts 1/6 
Molar sodium lactate to 21 parts 5% glucose and 
water (15 meq/ of Na+ per liter). A rate of 200 
Mg. per Kg. or body weight was programmed for 
the first 24 hours. To prevent seizures 30 mg. of 
intramuscular sodium Luminal was given every 
12 hours. 


Within 6 hours the infant became more easily 
roused and alert and in 12 hours able to retain 
dilute Lytren-Jello water (3 measures Lytren‘®") 
to 1 qt. Jello water, 2 oz. every 3 hours). Repeat 
chemistries revealed Nat+ of 152 meq/L Cl- of 
124 meq/L, COs of 72 meq/L. 


After 24 hours of I.V. therapy the infant ap- 
peared more alert and better hydrated although 
still sleepy. I.V. fluids had been changed after 
the first 1000 cc. to 1/6 Molar sodium lactate to 2 
parts Ringer lactate to 21 parts 5% glucose and 
water with 10 meq/L KCI solution per liter. The 
patient had 2 large loose stools during the first 
and second 24 hours. 


On the third hospital day Lytren‘®') 2 oz. 
was alternated with dilute Probana‘®') (4 meas- 
ures to 12 oz. water). Furoxone‘R2) 60 cc. and 
tincture of paregoric 34 tsp. every 6 hours was 
given to bulk the stools, and was discontinued 
on the fourth hospital day. The infant now ap- 
peared alert, happy and hungry. The I.V. was 
discontinued. Urinalysis was normal. Stool cul- 
ture grew only Proteus. 


B.B. was discharged on full strength Probana 
‘R1) on the fifth hospital day weighing 14 lbs. 
10 oz. He passed several formed stools before 
discharge. Serum sodium on the fifth hospital 
day was 145 meq/L, chloride 112.5 meq/L and 
CO. 20 meq/L. Re-examination eight days after 
admission showed a lively boy weighing 14 Ibs. 
15 oz. Probana‘®') was discontinued and he pros- 
pered on the usual strained solids and homogen- 
ized milk. 
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DISCUSSION 


Recent pediatric literature abounds in good 
references concerning hypernatremia (1-4) in 
hypertonic dehydration. These articles do not 
portend that diagnosis is reliable on any ground 
save those of the laboratory determination of 
sodium, although it may be well suspected where 
vomiting, diarrhea, fever or CNS defect is en- 
countered in small children whose feedings dur- 
ing diarrhea have been isotonic (undiluted milk). 
Franz and Segar (5) have recently documented 
an increase in the frequency of hypernatremic 
diarrheal dehydration from 4% in 1954 to 21% in 
1958 associated with the increased use of Lytren 
‘R1) with I.V. or subcutaneous fluids administered 
before hospital admission and/or with the prior 
presence of brain damage. These authors found 
in a control study of mildly diarrheal six-month 
old babies no significant electrolyte shift in the 
series given Lytren‘®') compared with their al- 
ternates given an oral hypoelectrolyte solution. 
They suspected that accurate dilution of the pow- 
dered Lytren‘®') had not been achieved. 


Pickering, Fisher and West (4) suggest that 
the ideal oral electrolyte solution to use in the 
therapy of mild diarrhea should contain 20-25 
meq/L Nat, 20-25 meq/L K+ and 15-20 meq/L 
Cl-. Lytren ‘®') contains 50 meq/L Nat, 20 meq/ 
L K*+ and 30 meq/L Cl-. One teaspoon of salt to 
1 quart water represents 75-125 meq/L. They 
recommend the use of Lectrad Complete (‘®3), 
10 ce. to 1000 cc. of 7-Up or ginger ale, a solution 
which provides 25 meq/L of Nat, 22 meq/L of K+ 
and 19 Meq/L of Cl-. 


Colle, Ayoub and Raile (6) reported an epi- 
demic of diarrhea in Minneapolis in the early 
spring of 1958 where 17 to 32 children presented 
with hypernatremia. There were 4 deaths in the 
hypernatremic group and one child was dis- 
charged with spasticity. Of the 17 infants with 
hypernatremia all had received either whole milk 
without supplemental water, whole milk with 
Lytren‘®') or an oral electrolyte solution. They 
note that whereas adults may achieve a urinary 
concentration of solutes of 1400 mOsmls/L, infants 
appear to achieve concentration of but half this 
and diarrheal infants even less. It has been cal- 
culated that whole cow’s milk without supple- 
mental water provides only enough water free 
of solute for renal and extrarenal losses of water 
at an environmental temperature of 23° C. but 
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not at 34° C. The diarrheal infant suffers the ad- 
ditional hypotonic fluid loss in stool, in insensible 
water from the skin with fever, and from the 
lungs with overbreathing with metabolic acidosis. 
With ensuing dehydration, kidney function falls 
and the body becomes less able to conserve water 
and excrete salt. 


The potential severity of hypertonic (hyper- 
natremic) dehydration is further attested by Law- 
rence Finberg (7) of Johns Hopkins, who docu- 
mented 7 infants with hypernatremia whose 
workup revealed elevated spinal fluid protein, 
subdural hemorrhages and hygromas and residual 
brain damage, which in 6 of the 7 was severe. 


He did not find subdural effusions in hypo- 
tonic dehydration but was able to produce them 
experimentally in kittens given hypertonic salt 
solutions intraperitoneally. 


SUMMARY 


A case of hypertonic (hypernatremic) de- 
hydration in an infant with diarrhea has been 
described. There was recovery without neuro- 
logic sequelae. Mention is made of the difficulty 
in seizing the diagnosis on clinical grounds alone. 
The effect of Lytren‘®'), whole milk or skim 
milk without extra water given during the vomit- 
ing and diarrheal state in the pathogenesis is 
outlined. Best treatment appears to be rather 


’ gradual hydration over a 3- to 4-day period with a 


hypotonic salt solution containing 15 to 20 meq/L 
Na+ and given in an amount to equal 200 cc. per 
Kg. per day, with oral hypoelectrolyte and Kt 
solutions administered the second day. 


The physician must be alert to the occurence 
of seizures before and during treatment, the more 
than occasional occurence of CNS hemorrhage 
and subdural effusions, and the possibility of 
residual brain damage. 


The author would encourage the prevention 
of this metabolic consequent to diarrhea by the 
following measures: 1. Use of half strength Ly- 
tren‘®'), 4 measures to the quart of 7-Up, water 
or Jello water. 2. Dilution by half with water of 
whole milk or skim milk feedings given during 
diarrhea. 3. Use of hypotonic electrolyte solution 
by vein, not clysis, in all severe diarrhea with 
dehydration. 4. That all Alaska hospitals have 


ALASKA MEDICINE 


available the easily inserted pre-manufactured 
scalp vein needles as well as a reasonable choice 
of I.V. fluids to include 5% glucose in water, 1/6 
Molar sodium lactate, Ringer’s lactate solution, 
as well as the prevalent normal saline or normal 
saline and 5% glucose. 


Dr. Finberg’s comments on the paper by 
Franz and Segar (5) bears repeating, as a con- 
clusion: “Two of the associations, prior parenteral 
fluids and administration of Lytren‘®') are iatro- 
genic, hence of great practical significance. The 
authors imply and the reviewer heartily concurs, 
that the study does not interdict the use of these 
therapies but rather their misuse. The thera- 
peutic administration of parenteral (or enteral) 
water and electrolyte to sick infants requires a 
knowledge of physiological principles and the 
willingness to perform accurately some arith- 
metical computations. The phylistinism that the 
calculations imply unwarranted precision fails to 
appreciate that the errors made by the non- 
calculators frequently fall several fold beyond 
the physiologically tolerable range.” 
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*Oral electrolyte salution, 1 tsp. salt to 1 qt. water plus 
2 tablespoons Karo. 
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Editorial Page... 


“CHANGING TIMES IN CHICAGO” 


In late March a convention of the American 
Medical Association was held in Chicago. By 
itself this was not surprising, headquarters being 
in Chicago and AMA meetings frequent. 


This meeting, however, was unusual. The 
delegates often were new, three requested from 
each state. There is no hint of scientific lore. 
The speakers—of varied backgrounds, alliances 
and opinions—represented agriculture, business, 
hospitals, insurance, the United States Congress, 
and the executive staff of the American Medical 
Association. Social aspects were minimized. There 
were no wives’ programs, sight-seeing trips, or 
ubiquitous delegation cocktail parties. In short 
it was a business meeting, political and in deadly 
earnest. 


The subject nominally: socialized medicine 
and how to fight it. The subject really: the place 
of the American physician in tomorrow’s scene, 
his acceptance of organized medicine, his actual 
interest in preserving for himself and his sons a 
place of worth, honor and dignity in society. 


In point of fact the delegates assembled and 
individually appeared less interested in the legis- 
lative aspects of social security medical care than 
in the strong possibility that the individual prac- 
titioner of the art was by disinterest, inactivity, 
ill-founded criticism and occasionally by incom- 
petence and plain greed, making compulsory 
medical insurance inevitable. 


The delegates were outspoken and _ soul- 
searching. Guest speakers were often critical. 
Political techniques, the position and integrity of 


\ 
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the AMA administration, the impact of AMA 
publicity, local and national, the Social Security 
system, all were discussed, all rehashed and dis- 
sected to the bone. 


From this the delegates learned a great deal. 
It is highly probable that the AMA administration 
similarly absorbed much. 


The AMA would seem to be running scared. 
Representing American Medicine, the dignity, 
esteem and reputation of the organization are a 
direct reflection of those it represents. As a demo- 
cratic organization it can be only as strong as its 
individual components. Apathy and disinterest in 
local society affairs, malicious or misinformed 
criticism, protest resignations in lieu of construc- 
tive local effort—these are the factors that weaken 
the organization, that lead to centralization and 
oligarchy. If the AMA is running scared, if its 
reputation is on the block, its potency at risk, 
these are the factors responsible. Official mal- 
feasance cannot be wholly blamed. 


The best method of medical care for the indi- 
gent may remain debatable. It is manifestly clear, 
however, that they will get care. In what form, 
what quality, and how administered depends to a 
large extent on the local doctor in his own com- 
munity, on his ability to look up, become informed 
and express himself. The cards are on the table; 
he can play if he will. 


Winthrop Fish, M.D., President, 


Anchorage Medical Society, 
Guest Editor. 
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President's Page 


Late in February I was privileged to attend 
the symposium in Anchorage and can truthfully 
say that it was both educational and enjoyable, 
and my congratulations go to all those who were 
responsible for this event. 


Since that time I have been able to visit with 
the Ketchikan group of doctors and chat with 
them about many of the affairs of the society. 
It was my first opportunity to visit there this 
year and I felt the trip very worthwhile. 


Later that same week I was in Juneau and 
I came away firmly convinced that a great many 
people, and that includes physicians and their 
families, are going to be forced to take more 
interest and exert more action in the political 
groups of Alaska. I must say that I was not par- 
ticularly surprised at conditions as they exist, 
because our reporters to the public press have 
been quite exacting in their reporting. Bickering, 
arguing, name calling, and the like are not con- 
fined to the legislative halls, but occur in any 
public place you happen to find yourself. In all 
fairness, I must say that among many of the 
young (in point of service) legislators I found a 
hard core that are sympathetic to the needs and 
desires of the practicing physicians of Alaska, 
but we must see that they get help in the future. 


As you are undoubtedly aware, we in the 
medical profession did not fare well in this ses- 
sion. Valdez is still a going concern but not to 
the extent proposed by the governor. Funds were 
cut somewhat, and even an amendment to cut the 
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money to $12,000 to pay for a caretaker while the 
State decided what to do with the place, was in- 
troduced. Needless to say, it did not pass but 
shows thought in some areas. There seems to be 
some relief in sight on the salary scale for pro- 
fessional people in the Division of Public Health. 
We have, or at least I have, learned a great deal 
this year and will have recommendations to pre- 
sent at the annual meeting about our future 
course. 


Speaking of the annual session, remember 
the dates, May 24 to 27 inclusive, in Sitka, Alaska. 
I truthfully believe we have an outstanding pro- 
gram lined up. More particulars are given else- 
where in this edition. The order is in for good 
weather, there are suitable tides for clam digging 
and abalone, and we are prepared to serve you a 
varied menu of business, education, instruction 
and fun. Plan now to attend. 


This probably will be the last news letter I 
will prepare for you as President of your Associa- 
tion. It has been an enjoyable year, it has been 
a busy one, but above all it has been a pleasure 
to serve you the best I know how. I shall attempt 
at a later date to better express myself, but for 
the present this will have to suffice. By my asso- 
ciations with all of you I know that Alaska 
medicine does not have to take a back seat in 
progress, it is of the best. 


Benjamin E. McBrayer, M.D., President, 
Alaska State Medical Association, 
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May 24-27, 1961 


Program 
ALASKA STATE MEDICAL ASSOCIATION 


BARANOF GRADE SCHOOL, SITKA, ALASKA 


Benjamin E. McBrayer, M.D., President 
P. O. Box 370, Mt. Edgecumbe, Alaska 


Wednesday, May 24, 1961 


8:30 A.M.—Registration 
9:30 - 12 Noon—Opening Business Session 


Afternoon 


Lee Stevenson, M.D., Henry Ford Hospital, 
Detroit, Mich. 
“Threatened Abortion—It’s Cause and Treatment” 
Alfred M. Popma, M.D., F.A.C.R., Boise, Idaho 
“Complications and Hazards of Radiation Therapy” 
Robert Fraser, M.D., University of Alberta, 
Edmonton, Alberta, Canada 
“The Value of Heart Sounds in Clinical Diagnosis” 
Clement Finch, M.D., University of Washington, 
Seattle, Washington 
“The Diagnosis of Anemias” 
David L. Sparling, M.D., Tacoma, Washington 
“Pediatric Management of Urinary Tract 
Infections in Childhood” 


Evening 


Tour of Sitka Pulp Mill 
No-Host Dinner, Kiksadi Club 


Thursday, May 25, 1961 
Morning 


James Burnell, M.D., University of Washington, 
Seattle, Washington 
“Practical Management of Renal Failure” 
Clement Finch, M. D., University of Washington, 
Seattle, Washington 
“Clinical Importance of Blood Volumes” 
Alfred M. Popma, M.D., F.A.C.R., Boise, Idaho 
“Medical Education in the Western States” 
Raymond M. McKeown, M.D., Coos Bay, Oregon 


Title to be announced 
Afternoon 


Frederic H. Bentley, M.D., Consultive Surgeon, 
Portland, Oregon 
“How to Use Convalescence for Quicker Recovery” 
Paul Rhoads, M.D., Editor, Archives of Internal 
Medicine, Chicago 
‘“‘Management of Bacterial Endocarditis” 
Lee Stevenson, M.D., Detroit, Michigan 
“The Detection and Treatment of Early 
Gynecologic Carcinoma” 
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Ian Thompson, M.D., University of Missouri, 
Columbia, Missouri 
“The Management of the Hypertrophied Prostate” 
Jas. A. Wilson, M.D., Ketchikan, Alaska 


“Tumors of the Small Bowel” 
Evening 


Banquet—Alaska Heart Association 
Robert Fraser, M. D., Edmonton, Speaker 


Friday, May 26, 1961 


Morning 
Business Session 


Noon 
Luncheon—Sitka Chamber of Commerce, Hosts 


Afternoon 


Paul Rhoads, M. D., Chicago 
“A Short Review of Newer Antibiotics” 


Robert Fraser, M.D., Edmonton 
“The Evaluation of Patients with Mitral Insuffi- 
ciency and the Indications for Surgery” 
James Burnell, M. D., Seattle 
“The Determination of Sodium and Water Needs 
in Seriously Ill Patients” 
Ian Thompson, M.D., Columbia, Missouri 


“The Diagnosis and Management of Urinary 
Incontinence” 


Frederic H. Bentley, M.D., Portland, Oregon 
“The Historical Basis and Present Evaluation of 
the National Health Service in Britain” 


Evening 
Annual Banquet 
Speaker—Raymond M. McKeown, M.D., 
Coos Bay, Oregon 


Secy.-Treasurer Board of Trustees, Ameri- 
can Medical Association 


Saturday, May 27, 1961 


Final Business Session 
There will be breaks morning and afternoon to 
“Visit the Exhibits” 
Approved for Credit, Category I, 
American Academy of General Practice 
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Report From 


Division of Public Health 
Alaska Department of Health and Welfare 


EDWIN O. WICKS, M.D., Acting Director 
ANCHORAGE and JUNEAU 


The new Alaska budget to provide health 
services for fiscal year 1962 made available ap- 
proximately the same services which were given 
during the present year. There is some feeling 
that program funds are being unnecessarily re- 
duced by the addition of such items as FICA, 
rental of space, cost of communications, insurance, 
etc. 


The poliomyelitis season is rapidly approach- 
ing and although Alaska experience does not show 
as much of a seasonal variation as in the other 49 
States, October has been the big month, with 
September and August following close behind. 
The table on this page shows cases reported to 
the Division by month of onset for the past 10 
years. 


Results of the November survey of accidents 


reported to hospitals showed a total of 916. Home ~ 


accidents accounted for more than one-third of 
the total reported. Ascending and descending 
stairs resulted in a higher percentage of serious 
accidents and long-term hospitalization than any 
other activities which were coded for home en- 
vironment. 


Early in 1961 a caribou made a surprise attack 
on a cat train hauling supplies to one of the DEW 
Line stations near Barrow, Alaska. The animal 
was killed and its head was sent to the P.H. Re- 
gional Laboratory in Anchorage for examination. 
The animal was found to be suffering from rabies. 
Rabies has a wide range of hosts and this 
caribou adds to a long list of susceptible animals. 
It brings the total of rabid animals confirmed by 
laboratory methods to six for 1961. These were in 
the fox, wolf, dog and caribou. 


There has been two recent outbreaks of trich- 
inosis, both caused by inadequately cooked bear 
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POLIOMYELITIS CASES 
Reported to Department of Health and Welfare 


By Month of Onset—1950-1960 
1950 51 52 53 54 55 56 57 58 59 60 Til. 
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meat. There were 18 cases confirmed from Bethel 
and some half dozen suspects in Goodnews Ray. 
As it is impossible to eradicate the etiological 
agent in the animal population, the only alterna- 
tive has been an attempt at a program of educa- 
tion of the population in how to avoid acquiring 
the disease. A picture study of the possible life 
cycle of the Trichinella spiralis in northern re- 
gions has been distributed to all Alaska physi- 
cians and public health nurses. 


There has been an intensified tuberculosis 
control program and chest film survey, particu- 
larly in Southeastern Alaska with increased tu- 
berculosis case finding. This has been made pos- 
sible by a new portable X-ray machine, weighing 
approximately 130 pounds, that can be transport- 
ed in a Cessna 180 plane. There are two of these 
so-called flyaway teams now functioning in the 
Southeastern area. 


ALASKA MEDICINE 











Wultule WMorsels 


A COLUMN DEVOTED TO 
MEDICAL NEws IN ALASKA 


compiled by 
HELEN S. WHALEY, M.D. 


WITH THE ASSISTANCE OF 

EpwIn O. WICKS, M.D. Juneau and Anchorage 
LAWRENCE I. DUNLAP, M.D. Fairbanks 
JAcK W. GIBSON, M.D. Juneau 





Pe 





GENERAL 


The third annual clinic dealing with neuro- 
muscular disorders in childhood will be held in 
Anchorage on June 9 and 10, 1961, with Dr. Mar- 
garet Jones, Associate Professor of Pediatrics at 
the University of California at Los Angeles as 
Guest Consultant. The meeting is being jointly 
sponsored by the Anchorage Alaska Crippled 
Children’s Treatment Center and the National 
Foundation as a part of their program dealing 
with hirth defects, and with the cooperation of 
the Anchorage branch of the American Academy 
of General Practice. It is anticipated by Dr. 
Charles St. John that A.A.G.P. credit will be 
offered for this clinic. Children with various diag- 
nostic and therapeutic problems will be presented 
during the two-day session. In addition, an open 
meeting for professional personnel, to include 
physicians, physiotherapists, psychologists and 
public health nurses, will be held the evening of 
June 9th, and a further meeting for the lay public, 
such as parents groups, the evening of June 10th. 
Details regarding these sessions may be obtained 
from Dr. Helen Dittman, Clinical Director, An- 
chorage Crippled Children’s Treatment Center, 
1020 “I” Street, Anchorage. 

Approximately 100 physicians from at least 
eleven different Alaskan communities attended 
the day-long Postgraduate Lederle Seminar on 
February 25th, which was held in conjunction 
with the Alaska Chapter of the American Acad- 
emy of General Practice. Guest speakers at the 
seminars were Dr. Stewart G. Wolf, Professor 
and Head, Department of Medicine, University 
of Oklahoma School of Medicine; Dr. David C. 
Figge, Assistant Professor of Obstetrics and Gyne- 
cology, University of Washington School of Medi- 
cine, and Dr. Malcolm A. McCannel, University 
of Minnesota Ophthalmology Department. An- 
chorage physicians serving as moderators at the 
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seminar were Drs. Robert P. Billings, Milo H. 
Fritz, Royce H. Morgan and A. Claire Renn. 

A course on closed-chest cardiac recuscitation 
at the University of Washington was attended by 
Dr. Dwight L. Cramer of Ketchikan, Dr. Lester 
Margetts of Anchorage, Dr. James Lundquist of 
Fairbanks, and Dr. Henry Wilde of Juneau in 
April 1961. Their trip to Seattle was sponsored 
by the Division of Public Health, Alaska Depart- 
ment of Health and Welfare, special heart educa- 
tion fund. 

Elmer T. Feltz, B.A., M.S., was recently ap- 
pointed v:rologist at Arctic Health Research 
Center. He received his M.S. degree in Micro- 
biology from New York University Graduate 
School. His previous appointments have been as 
Assistant in Virology, Director’s Research Staff, 
Division of Laboratories and Research, Albany, 
New York; Instructor, University of Buffalo, 
School of Pharmacy, and most recently at Roswell 
Park Memorial Institute, Buffalo, New York, as 
Cancer Research Scientist, Department of Experi- 
mental Biology. Mr. Feltz is a member of the 
Society of American Bacteriologists, the New 
York Academy of Sciences and Sigma Xi. 


LOCAL NEWS 


FAIRBANKS: The new City Health Officer 
for 1961 is Dr. Taylor Morrow of the Fairbanks 
Medical and Surgical Clinic. 

The Lederle Postgraduate Seminar in An- 
chorage was attended by Drs. Carl A. Boswell, 
Lawrence I. Dunlap, Joseph M. Ribar and Henry 
G. Storrs. A special USPHS conference on ven- 
ereal disease held in Dallas, Texas, in late Febru- 
ary, 1961, was attended by Dr. Donald Tatum. Dr. 
Paul Haggland attended an orthopedic conference 
in Denver, and vacationed in Denver and Florida 
in January. A two weeks vacation in Hawaii was 
enjoyed by Dr. and Mrs. John Weston. 
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KODIAK: Dr. J. Bruce Keers is serving as 
the Health Officer for 1961. Dr. Robert Johnson 
attended the Rheumatic and Congenital Heart 
Conference at the University of Michigan, Ann 
Arbor, in March under the auspices of the Alaska 
Department of Health, heart control fund. 


KETCHIKAN: The new Ketchikan General 
Hospital, sponsored by the City of Ketchikan will 
consist of 44 general hospital beds, a diagnostic 
and treatment center, and a 16-bed long-term 
care facility. Seven general hospital beds and 
7/44 of the diagnostic and treatment center costs 
are borne by the Indian Health Services under 
provisions of P.L. 85-151 passed by the 85th Con- 
gress. The citizens of Ketchikan at the polls in 
December approved a bond issue in the amount 
of 2.3 million dollars for construction of this hos- 
pital, which will be constructed under an over-all 
critique of plans by American Medical Associa- 
tion architects. 

Dr. A. N. Wilson, Health Officer for Ketchi- 
kan, is on postgraduate leave. His son, Dr. James 
Wilson has assumed his practice and is acting 
Public Health Officer. 

Dr. Johnnie W. Turner has left the Ketchikan 
area. 


WRANGELL: A _ postgraduate refresher 
course in Radiology was recently attended in the 
Portland area by Dr. Jack W. Clarke. 


SKAGWAY: Dr. David Sammann, who has 
been associated with the White Pass-Yukon Hos- 
pital since late summer of 1960, attended a post- 
graduate conference in Seattle. 


HAINES: Dr. Phillip Jones has been appoint- 
ed Regional Health Officer for the Haines area. 


SITKA: Dr. Philip Moore has resumed peri- 
odic orthopedic clinics for the Alaska Department 
of Health and Welfare, and the Alaska Native 
Health Service. He also held an orthopedic clinic 
in Juneau on April 26th and 27th. 


JUNEAU: The St. Ann’s Hospital pageant 
commemorating American Hospital Week is 
scheduled for May 17th in Juneau. The pageant 
will review the history of St. Ann’s Hospital—the 
oldest hospital in Alaska under the American flag. 
The Sisters at St. Ann’s started this first non- 
government hospital in 1886. 

The Alaska Department of Health and Wel- 
fare, in cooperation with the Juneau District Med- 
ical Society, announced the establishment of a 
regular orthopedic consulting service with Uni- 
versity Hospital, University of Washington Med- 
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ical School, Seattle. Dr. D. Kay Clauson, Profes- 
sor of Surgery and Chairman of the Department 
of Orthopedics, conducted an orthopedic clinic for 
the Alaska Department of Health and Welfare on 
April 20th and 21st at the Juneau Health Center. 
On Saturday, April 22nd, he held private consul- 
tations at the Doctor’s Clinic and the Juneau 
Clinic. During his Juneau stay, Dr. Clauson was 
the guest of Dr. and Mrs. Jack W. Gibson and the 
Juneau District Medical Society. It was planned 
that this consultative service will be a continuous 
program for physicians and their orthopedic 
patients in the Juneau area. 

A three-month institute on child health is 
being attended by Dr. Jack W. Gibson at the Uni- 
versity of London and Great Ormond Street Hos- 
pital for Sick Children. He left for London via 
Anchorage on an SAS jet in late April. Under 
the auspices of the Alaska Department of Health 
and Welfare, Dr. James Phillips, an Otolaryngolog- 
ist of Seattle, Washington, has held ear, nose and 
throat clinics throughout the Southwestern area. 
Dr. R. Harrison Leer, who has been in the private 
practice of ophthalmology in Juneau for a number 
of years will be leaving to settle in Medford, 
Oregon. He plans to tour Hawaii en route. 


ANCHORAGE: As of March 1, 1961, the Alas- 
ka State Mental Hospital at Anchorage was 33% 
complete. The expected completion date is April 
17, 1962. The name of this new hospital is “An- 
chorage Psychiatric Institute.” 

The new Providence Hospital on March 17, 
1961, was 224% complete, with an expected open- 
ing date of June 21, 1962. 

A new two-story professional building oc- 
cupied by both doctors and dentists was com- 
pleted in March. It houses the new quarters of 
the Doctors Clinic, as well as a number of other 
individual physicians and dentists. 

Dr. H. Jaworski of Waco, Texas, spoke at a 
recent meeting of the Anchorage Medical Society 
on thyroid carcinoma. Dr. Jaworski was the guest 
of Dr. George E. Hale while in Anchorage. During 
June, Dr. Carl E. Chism, a well-known plastic 
surgeon of Seattle, will be the guest of Dr. Charles 
F. St. John and will speak at a meeting of the An- 
chorage Medical Society. 

Dr. Milo H. Fritz, under the auspices of the 
Alaska Ear, Nose and Throat Foundation, held a 
large and productive T & A Clinic at St. Mary’s 
from March 27 to April 1, 1961. Instead of the or- 
iginal 40 cases, 71 cases were done, 34 with general 
anesthetic for T & A and the remainder with 
local anesthetic for tonsillectomy. During three 
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evenings 18 refractions were also done on students 
most needing this type of care. Surgery was done 
in the recreation rooms of the boys’ and girls’ dor- 
mitories. Miss Jean Lapham, a public health 
nurse, administered preoperative medications. In 
the operating room Dr. Fritz was assisted by John 
Spahn, a Guild optician, who ran the ether ma- 
chine. The circulating nurse was the Reverend 
Mother Superior, the surgical nurse was a relig- 
ious Sister, an Eskimo girl who had never been 
in an operating room before. Another little Sister 
held the head of the patients having local an- 
esthetics and clucked to them in Eskimo so they 
would not be too scared. Dr. Joseph Shelton held 
ophthalmology clinics in Bethel, Aniak and Holy 
Cross sponsored by the Alaska Department of 
Health and Welfare, and the Alaska Native Serv- 
ice during March and April. Both physicians flew 
their own planes to these areas. 


Representing the Anchorage Medical Society 
at the American Medical Association meeting in 
Chicago on Medical Care Plans for the Aged was 
President Winthrop Fish. He also visited Colum- 
bia Medical Center, Bethesda, the University of 
Califcrnia at Los Angeles, and attended a post- 
graduate course in endocrinology at the Univer- 
sity of Virginia. 


Drs. James E. O’Malley and Virginia Wright 
attended postgraduate courses in dermatology and 
psychiatry in Vienna during the early Spring. 
The Rheumatic Fever and Congenital Heart clinic 
at Ann Harbor, Michigan, was attended by Dr. 
Louise Ormond, under the auspices of the Alaska 
Heart Association. 


Dr. Mahlon Shoff, former Chief of Ear, Nose 
and Throat Service at the Anchorage U. S. Public 
Health Service Hospital, entered private practice 
with Dr. Joseph Shelton in Anchorage in March, 
1961. Dr. Robert C. Lewis, formerly of Glenwood 
Springs, Colorado, has been associated with the 
Spenard Medical Clinic since February, 1961. Dr. 
Winton Wilcox will pilot his own plane, follow- 
ing the course of the Alaska Highway and then 
cutting across western Canada to the mid-West 
in June. 


U.S.A. F. HOSPITAL, ELMENDORF AFB: 
Colonel Levi M. Browning, Commander, together 
with Lt. Col. Alfred Hamilton, Lt. Col. Sara C. 
Hall, Major James J. Coen, Major Snell B. Price 
and SMSgt. Thomas L. O’Hagen recently went to 
Seward, Alaska, for the purpose of coordinating 
Civil Defense activities with local officials and 
inspection of Safehaven. 
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Due to the 5040th USAF Hospital being a 
regional specialty treatment center and evacua- 
tion center for all patients in Alaska who are 
entitled to the benefits of Federal service, Head- 
quarters, United States Air Force, recently re- 
designated this medical facility as USAF Hospital, 
Elmendorf AFB, Alaska. 


Capt. John C. Roy, Orthopedic Surgeon, spent 
eight days at Gulkana, Alaska, during the Army 
exercise “Willow Freeze,’ conducting frostbite 
research entitled “Clinical Study of Cold Injury,” 
for Hq. USAF and the School of Aviation Medi- 
cine. The research included actual cases from the 
Army exercise. 

Capt. Lloyd M. Higgins, Pathologist, attended 
the Medical Laboratory Symposium at the USAF 
Medical Center, Brookes AFB, Texas, from Febru- 
ary 7th to 9th. Major Charles F. Krecke, Chief of 
Radiology, attended the annual meeting of the 
Radiological Society of North America at Cincin- 
nati, Ohio, December 4-9, 1960. 

Dr. John R. Moore, Professor of Orthopedic 
Surgery at the Temple University School of Medi- 
cine and National Consultant to the Surgeon Gen- 
eral, USAF, visited the USAF Hospital, Elmen- 
dorf AFB, from December 5-20, 1960. His visit 
also included tours of the medical facilities at 
Kodiak Naval Station, Ladd AFB, and Eielson 
AFB. 

Capt. William B. Barnes, Chief of the Neuro- 
psychiatric Service, is currently teaching Psychol- 
ogy for the University of Alaska Military Branch 
at Elmendorf AFB. 


UNITED STATES ARMY, ALASKA: Colonel 
Harry D. Offutt, Jr., has been transferred to duty 
as Surgeon, Yukon Command, Fort Wainwright. 
Dr. Offutt was previously assigned as Surgeon, 
USARAL, Ft. Richardson, Alaska. 

Dr. Thomas W. Kelly, Chief of Pediatrics, U. S. 
Army Dispensary, Ft. Richardson, received his 
certification by the American Board of Pediatrics 
in December, 1960: 

Recently assigned to the U.S. Army Garrison, 
Fort Greely, is Capt. David C. DeJong. Dr. 
DeJong comes from Holland, Michigan, and is a 
graduate of the University of Michigan Medical 
School, Ann Arbor. 


U. S. PUBLIC HEALTH SERVICE: The 
twice yearly meeting of the medical officers in 
charge of the six Alaska Native Health Service 
Hospitals of the U. S. Public Health Service was 
held March 6-9, 1961, in Anchorage. Attending 
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Medical Officers in Charge included Dr. James A. 
Hunter of the Anchorage hospital; Dr. Jo B. 
Smalley, Barrow; Dr. George Wagnon, Bethel; 
Dr. J. Kenneth Fleshman, Kanakanak; Dr. Charles 
H. Neilson, Kotzebue, and Dr. Stanley Hadley, Jr., 
Tanana. Besides the medical and administrative 
problems of the various institutions, a number of 
special medical papers were presented. These in- 
cluded talks on research of cold weather injuries 
by Dr. William J. Mills, Jr., Orthopedic Consul- 
tant; on public health problems, including the in- 
fectious hepatitis epidemic at Fort Yukon and the 
discovery of trichinosis among persons eating in- 
fected bear meat in the Bethel area by Dr. James 
E. Maynard, Epidemiologist of the Arctic Health 
Research Center in Anchorage. X-ray techniques 
and radiation hazards were discussed by Radiol- 
ogy Consultant, Dr. Duane Drake. Dr. Frederick 
J. Hillman, Assistant Chief of Surgery at the An- 
chorage hospital, spoke on “Management of Acute 
Surgical Problems.” Pediatrician, Dr. Dwight T. 
Tuuri discussed “Treatment of Tuberculosis in 
Children,” and “Treatment of Staphylococcus 
Pneumonia.” 

During this coming year it is expected that 
there will be a full component of physicians for 
the Alaska Native Health Service for the first 
time. These will include 4 physicians at Bethel, 
3 at Kotzebue, 2 at Tanana, 2 at Kanakanak, 1 at 
Barrow, 1 to cover the Aleutian chain, 2 to cover 
St. George and St. Paul Islands, and 1 at Fort 
Yukon. This will also include 18 physicians at the 
Anchorage hospital. 


The annual meeting of the United States 
Public Health Service Clinical Society held re- 
cently in Lexington, Kentucky, was attended by 
Drs. Dwight T. Tuuri and Kenneth Fleshman. 
Dr. Tuuri presented a paper entitled “The Occur- 
rence of Viralizing Adrenal Hyperplasia in the 
Alaskan Eskimo.” His presentation won an award 
as the outstanding clinical paper presented at the 
meeting. 

Residencies will be entered by Dr. Charles 
Neilson, present MOC of the Kotzebue Hospital, 
who starts in radiology at Staten Island Hospital, 
New York, in July, and Dr. Clayton H. McCracken, 
stationed at Bethel for the past two years, who 
will begin a two-year pediatric residency at the 
University Hospitals of Cleveland, Ohio. 


Dr. Richard Chao will attend a meeting of the 
American College of Chest Surgeons in New York 
City on June 22-26, 1961. 


Dr. Jo B. Smalley of Barrow recently resigned 
his commission in the Public Health Service. He 
was replaced by Dr. Ruth Coffin who will remain 
in Barrow until July, 1961, at which time she 
plans to go into private practice in Southern Cali- 
fornia. 

After completion of a tour with the Coast 
Guard on their cutter “Northwind,” Dr. William 
James was re-assigned to the hospital at Tanana. 
Dr. James Hepler, previously assigned to Tanana 
and Kanakanak, enjoyed a tour on the Coast 
Guard weather reconnaissance ship sailing to San 
Francisco, Hawaii and Tokyo, and is now re- 
assigned to Kanakanak. 





THE GENUS AMANITA IN ALASKA 


Continued from Page 7— 


If a doctor suspects mushroom poisoning in a 
case, it is important that a specimen of the offend- 
ing mushroom be obtained for use in identifica- 
tion. Persons collecting a sample should be ad- 
vised to note the general habitat where the mush- 
rooms were growing, and if they occurred on 
wood or on the ground. The entire mushroom 
should be dug out carefully, as it is necessary to 
have the base of the stem intact in ord> to ascer- 
tain certain of the poisonous species. All known 
cases of mushroom poisoning and the symptoms 
present should be reported. 
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May we suggest that you send 
copies of the GUIDE outside to 
friends whose avocation is hunt- 
ing or fishing. For subscribers of 
Alaska Medicine we offer a spec- 





ial reduced rate: 
6 COPIES—$5.00 


72 Pages of Pictures, Maps, Where-to- 
Find-’'Em, How-to-Bag-’Em (or hook 
‘em) Fact-Packed, Features. 


The information you’ll read in the pages of the ALASKA 
HUNTING and FISHING GUIDE is provided, for the most 
part, by men who make their livelihood in the wilds of 
Alaska. In the pages of the GUIDE you will find authentic 
information about hunting and fishing on the Last Frontier. 


ALASKA HUNTING 
& FISHING GUIDE 
% Anchorage Printing Co. 
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MAIL YOUR ORDER TO: 
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Alaska’s AUTHENTIC Annual Publication On 
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+ 


pfllarka Medical Laboratories 


835 | Street Anchorage, Alaska BR 4-430] 
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an antibiotic capsule 
‘with an added 
measure e of protection 


AGAINST RELAPSE — up to 6 days’ activity 

with 4 days’ dosage 

AGAINST “PROBLEM” PATHOGENS — uniformly 

: ‘sustained peak activity 

AGAINST SECONDARY INFECTION — full antibiotic 
response 

DISTINCTIVE, DRY-FILLED, DUOTONE RED CAPSULES — 


150 mg., bottles of 16 and 100. Dosage: 1 capsule (150 mg.) 


four times daily. Precautions: As with other antibiotics, DECLOMYCIN may occa- 
sionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or derma- 
titis. A photodynamic reaction to sunlight has been observed in a few patients on 
DECLOMYCIN. Although reversible by discontinuing therapy, patients should avoid ex- 
posure to intense sunlight. If adverse reaction or idiosyncrasy occurs, discontinue medica- 
tion. Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with 
other antibiotics. The patient should be kept under constant observation. 


ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LABORATORIES, a DIVISION of AMERICAN CYANAMID COMPANY. Pearl River, New York E> 
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COLD 43 LBA 


SYMPTOMS 










ae a. 


‘EMPRAZIL 


THE TOTAL COLD-THERAPY TABLET 


nasal decongestant - analgesic 
\ ; antipyretic - antihistamine 


The ingredients combined in each ‘Emprazil’ tablet 
provide multiple drug action for prompt sympto- 
matic relief of aches, pains, fever and respiratory 
congestion—due to common colds, flu or grippe— 
without gastric irritation. 

Dosage: Adults and older children — One or two tablets 
t.i.d. as required. Children 6 to 12 years of age—One 
tablet tid. as required. 

Supplied: Bottles of 100 or 1000 


Each orange and yellow layered tablet contains: 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
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‘Perazil’® brand Chlorcyclizine Hydrochloride .... 15 mg. 
! IID 655.25 soe sieis ge 000s o005a00 6mm 150 mg. 
' Aspirin (Acetylsalicylic Acid) .........0eeeeeees 200 mg. 
; BURROUGHS WELLCOME & CO. MEE wis cis sy vesonnedrasiabeceuatanes 30 mg. 
(U.S.A.) INC., Tuckahoe, N. Y.. Complete literature available on request. 








Put your hearing loss behind you 


THE SMALLEST HEARING AID EVER FASTCHESTER DRUG 


from LEITH 
— e 13th & Gambell Anchorage, Alaska 


i nen A hearing aid i, 
a THE lightweight (only % oz. ¥ with 
, SIGNET 


% battery)—yet you enjoy true 
*. realism and clarity of soun — : 
Behind-the-ear with full-powered transistor In the Fairview Shopping Center 
e : ys 2 circuit. Case is especially con- 
te, a aid 3 


toured for snug, comfortable 
assis SEs Phone or see us for further 


fit. 
ae ‘ information. 
: Phone BR 8-2143 
ZENITH “LIVING SOUND” HEARING AIDS 


Registered Pharmacists 











Anchorage Radio on duty at all times 
3 ca 
& Television, Inc. 
Open 10 A.M. to Midnight 365 Days a Year 
443 Fourth Avenue 
Anchorage BR 8-7051 Alaska 








Bert's Drug, Inc. 


THE PRESCRIPTION DRUG STORES OF ANCHORAGE 


@ STAFFED WITH COMPETENT REGISTERED PHARMACISTS AT ALL TIMES 
@ LARGEST PRESCRIPTION STOCK IN ALASKA 


—4 Convenient Locations— 


% Bert’s Payless Drug * Bert's Fifth Avenue Drug 


701 4th Avenue 5th Ave. & Gambell 
Dial BR 8-0573 or BR 4-5141 Dial BR 5-4511 or BR 2-5641 
% Bert’s Spenard Drug + Bert’s College Corner Drug 
in the Supermart Building Fireweed and Lake Otis Road 
Spenard Road and Adams Street Dial FE 3-3473 


Dial FA 2-1174 or FA 2-1175 








@ DIAL BR 6-010! 


@ 412 FOURTH AVENUE 
ANCHORAGE, ALASKA 





ANCHORAGE Cterile 


OPTICIANS Laundry Service 


@ ACCURACY - QUALITY 


@ PRECISION GUARANTEED Complete 


Towel & Li 
Broken Lenses Duplicated owe inen 


Frames Repaired — Prescriptions Filled 


Supply Rental 
Frames of Distinction 





Mail Orders Given Prompt Attention FREE 
PICKUP and DELIVERY 
—Guild Opticians— Radio-Dispatched—Call BR 7-2101 
ssimme —wusecewmucan | SHOUD (HITE LAUNDRY 
BR 4-943] Owner-Optician 
Seventh & I Anchorage 











FRexake 


DRUG STORES 





The name pexall represents, in Anchorage, as it does 
across the nation— 


PROFESSIONAL SUPPLIES & SERVICE TO PHYSICIANS 
FRESH, QUALITY, DRUGS 
PROFESSIONAL PRESCRIPTION SERVICE 


Emphasis always has been and always will be with the Professional 
aspects of the Drug business. Professional service to patient and Physician 
alike is stressed in The Anchorage Rexall Drug Stores, operating from 
these outlets in the Anchorage area. 


THE REXALL DRUG STORE—4th and E 
PROFESSIONAL PHARMACY—825 L St. 
SUPER REXALL DRUG—Northern Lights Shopping Center 

















Physicians n 
Optical 


— Wista Pharmacy 


Accurate vision through VISTA LANE & SPENARD ROAD 
Professional Services DIAL FA 2-2177 
Prescriptions Filled SPENARD 
Fashion Coordinated Frames 
YOUR COMPLETE DRUG STORE 


Mt. McKinley Bldg. 4th & Denali 
Phone BR 5-7885 or BR 6-410] v 











HY for peace of mind: 


1. Have your attorney draw your WILL. 
2. Appoint National Bank of Alaska as executor, to carry it out. 


NATURALLY, you will want your attorney’s advice and professional services in 
properly drawing your will. 


REMEMBER, when you name us as executor or trustee you are naming someone who is 
never ill, absent, or too preoccupied with his own business affairs to pay sufficient at- 
tention to yours. We are as close as your nearest ume and will be glad to help ar- 
range conferences with your attorney. 


TRUST DEPARTMENT 


Located in the NBA Building—5th Ave. and E Street 
Anchorage, Alaska 


BR 6-5401—Extension 41 


NATIONAL BANK OF ALASKA 
STATEWIDE 











Since 1930 — 


SERVING THE 
MEDICAL PROFESSION OF 


ALASKA 


and THE NORTHWEST with 





“Coerything 


YOUR FAMILY CORNER . [” 
ULGICa 
DRUG STORE 
at 4th and E Street Mail Orders Given Immediate Attention 


Most orders shipped same day as received 


HEWITT'S Biddle & Crowther Co. 


D R U G S T O R E Physicians and Hospital Supplies 


| 
ANCHORAGE, ALASKA | 1801 Broadway Seattle 22 Wash. 





“Service is our Business” 


COMPLETE MEDICAL & SURGICA". SUPPLIES G EQUIPMENT 
Also Representing Western X-Ray of Seattle 


WE HAVE A COMPLETE STOCK OF X-RAY FiLM AND SUPPLIES 
IN OUR NEW BUILDING IN ANCHORAGE .. . NO WAITING 

FOR SHIPMENT... JUST GIVE US A CALL. WE 

::AVE DENTAL FILM, TOO. 


Alaska Orthopedic Appliance Company 


ALASKA’S ONLY CERTIFIED FACILITY 


916 5th Ave. Anchorage, Alaska Phone BR 4-4555 
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relieve pain with precisely — 
the right degree of analgesia : 








is. 


control a to severe pain. Empirin’ Compound and ‘Empirin’ 


Compound with Codeine Phosphate products provide pinpoint control, anywhere along the pain 
scale, for all intensities up to that which requires morphine — without narcotic excess. For effective 
analgesic, antipyretic and antitussive action, prescribe the ‘Empirin’ Compound that suits your 
purpose best. 


‘Tabloid’ ‘Tabloid’ 
‘EMPIRIN’ COMPOUND* |‘EMPIRIN’ COMPOUND* with 


Acetophenetidin ............... gr. 2% CODE! NE PHOSPHATE’ 





Acetylsalicylic Acid ............. gr. 3% 

er rere gr. % No. 1 — Codeine Phosphate .............. gr. Ye 
No. 2 — Codeine Phosphate .............. gr. % 
No. 3 — Codeine Phosphate .............. gr. 





No. 4 — Codeine Phosphate .............. gr. 1 
ee *Subject to Federal Narcotic Regulations. 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ISOLYTE® SOLUTIONS 


Composition per Liter 





Solution 


Dextrose 


Milliequivalents 





Nat 


K+ 


Ca** 


Mg** 


NH,* 


Ccl- 


Lact- 


Acet- 


Cits 


HPO, 


Calories 


mOs. 





Isolyte® M_ = Maintenance with 
5% Dextrose 

For routine maintenance in 
adults and older children 


50 


40 


35 


40 


20 


15 


180 


400 





Isolyte P= Pediatric Maintenance 
For routine maintenance in 
infants and younger children 


50 


25 


20 


22 


23 


180 


350 





Isolyte E Extracellular 
Replacement in Water 

For replacement of intravascular, 
interstitial, transcellular 

losses other than gastric 


140 


103 


47 


320 





Isolyte E Extracellular 
Replacement with 5% De «trose 
For use as above 


50 


140 


103 


47 


180 


570 





Isolyte G Gastric Replacement 
with 10% Dextrose 

For replacement of gastric loss 
due to suction or vomiting 


63 


70 


150 


340 


800 





Also 2 New Potassium Solutions: 
Kadalex® L (20 mEq. K+ and 
Cl-/L.) 0.15% Potassium Chloride 
with 5% Dextrose in Water 


50 


20 


20 


170 


290 








Kadalex M (40 mEq. K* and 
Ci-/L.) 0.3% Potassium Chloride 
with 5% Dextrose in Water 





50 








40 











40 

















170 





330 








the new 
Isolyte’ Family 


_ SIMPLIFIES COMPLETE ELECTROLYTE THERAPY 















the finest 
parenteral 
system. 








